Omental cysts are the least common cystic lesions of the abdomen. Large intraabdominal cysts can mimic ascites. The incidence of 1 in 20000 pediatric hospital admissions makes them hard to diagnose. We report a three year-old boy with accidentally discovered intraperitoneal fluid collection on ultrasonography. The patient was scheduled for operative treatment with working diagnosis of ascites, but finding of no fluid in Morison's pouch brought to massive cystic intraabdominal lesion as differential diagnosis. The cyst was emptied; altered parts of the greater omentum were completely excised. Final pathology confirmed lymphangioma. Explorative laparotomy led to correct diagnosis and proper surgical treatment.
Introduction
Mesenteric and omental cysts are extremely rare entities [1] . Gairdner first reported an omental cyst in 1852 [2] . The incidence of only 1 in 105,000 general hospital admissions and 1 in 20,000 pediatric hospital admissions makes them difficult to diagnose. In the pediatric population, the cysts occur slightly more frequently in males (60%) [3] .
The clinical presentation depends upon size of the cyst [4] , which can be asymptomatic and discovered accidentally during abdominal ultrasound or laparotomy for another condition, or as manifested by acute abdomen [5] .
Complete resection is the treatment of choice and has an excellent prognosis [6] .
Case report
A 3-year-old boy was referred to a pediatric gastroenterologist for further treatment of intestinal candidiasis.
During diagnostic evaluation, routine abdominal ultrasound examination verified intraperitoneal transonic fluid collection. Urine, blood tests, and biochemical analyses were all within reference values. The further diagnostic protocol included magnetic resonance examination of the abdomen, which demonstrated a large amount of "ascitic fluid" (Figure 1a and 1b) . Due to a massive ascites, the need for surgical intervention was suggested. The parents were informed of the nature of the disorder; they understood and agreed to performance of the abdominocentesis.
Having induced general anesthesia, the final preoperative ultrasonographic exam of the abdomen was performed; it revealed intraperitoneal fluid collection, but none could be seen in Morison's pouch. Therefore, we used a right lower abdominal quadrant transverse incision to gain access to the peritoneal cavity. After the incision of the peritoneum, a thin-walled cystic structure popped out of the skin. Further mobilisation verified that the cystic lesion originated from greater omentum and had no peritoneal adhesions; after partial deflation with aspiration of about 700 ml of serous fluid, a partial resection of the cystic-altered omentum was performed, followed by a placement of an abdominal drain (Figure 2, 3) .
The patient was transferred to the intensive care unit for further monitoring. Postoperative management included antibiotic and analgesic therapy, along with one unit of blood because of lower hemoglobin and haematocrit values.
On the fourth postoperative day, the child was scheduled for another explorative laparotomy after continuous sanguinary drainage had been observed. We used a median laparotomy; exploring the peritoneal cavity, we found active bleeding from the remnant of greater omentum altered by a few smaller cysts that could not be seen during the previous surgery. The group of cysts was within the gastrocolic ligament between the spleen and pancreatic tail. Therefore, complete resection of the omentum was performed, together with appendectomy because bowel malrotation was observed. Placing another drain next to the spleen, we completed the intervention. Both drains were removed on the third day after the second surgery. No further complications were identified. The pathology result was cystic lymphangioma of the omentum.
Discussion
Omental cysts, found either in the lesser or greater omentum, are extremely rare entities that occur slightly more often in boys. They appear mostly to be asymptomatic, but can also be present as acute abdominal pain resulting from small bowel obstruction. In some cases, the first presentation may be torsion, bleeding, or rupture of the cyst. Several mechanisms have been proposed for the development of cystic lymphangioma of the omentum, such as failure of the embryonic lymphatic spaces to join with the venous system, deficiency of the normal lymphaticovenous shunts in perinodal tissue, occult trauma, and localized degeneration of lymph nodes. An omental cyst may include abnormal contents, which may be bloody, serous, or chylous [4] . They may be simple or multiple, unilocular or multilocular [5] .
The diagnostic protocol includes abdominal ultrasonography that demonstrates localized fluid collection within the peritoneal cavity. In a huge cyst, such as that presented in this case report, a fluid wave may be detected leading to an erroneous diagnosis of ascites [7] . The only atypical finding for ascites was absence of free fluid in perihepatic region, i.e., in Morison's pouch. If verified to be a cyst, abdominal computed tomography usually adds a little additional information, allowing exclusion of kidney, ovary or pancreas as the originating organs [5] .
Complete surgical excision is the treatment of choice [8] . Although abdominal lymphangioma is considered to be benign, it may become locally invasive. In the case of local invasion, any involved organ must be resected [6] . Our case showed no local invasion; therefore, no bowel or other organ resection was needed.
Malignant changes have been reported, but are very uncommon [9] . Hardin and Hardy reported that malignantly transformed omental cysts are usually low-grade sarcomas and, if properly excised, carry a good prognosis.
Conclusion
Although omental cyst is a rare intra-abdominal tumor, it should be considered in any atypical abdominal sonographic examination, especially in the absence of free fluid in the perihepatic or perisplenic region.
